Repositioning a displaced tracheostomy tube
Editor-We found Rajendram's case report on the repositioning of a displaced tracheostomy tube with Aintree intubation catheter (AIC) mounted on a fibre-optic bronchoscope (FOB) 1 to be particularly interesting, as we experienced a similar difficult situation, which did not run as smoothly as Rajendram's, although it was ultimately successful. We believe that comparison between the two patients would be useful in emphasizing the crucial aspects of management of similar situations.
A 19-yr-old, Afro-Caribbean male presented to the maxillofacial team with Ludwig's angina, an airway threatening condition caused by dental infection involving multiple tissue planes in the neck. He had emergency incision and drainage of the infection followed by tracheostomy. After inducing anaesthesia with sevoflurane, the surgical procedure was uneventful and a size 8 Shiley cuffed, fenestrated tracheostomy tube (Tyco Healthcare, Pleasanton, CA, USA) was inserted. This tube has a fenestrated outer tube and an interchangeable solid or fenestrated inner tube. The solid inner tube is used for the immediate perioperative period, and this is changed to the fenestrated inner tube as the airway becomes less at risk. The patient was initially very drowsy after reversal of the neuromuscular block, but then had violent bouts of coughing and developed massive surgical emphysema over his chest extending to the arms, neck, and face. The maxillofacial team was called back immediately. The patient was re-sedated whilst still self-ventilating with good tidal volumes. Because of the risk of increasing swelling and displacement of the tracheostomy tube, it was decided to replace the fenestrated tracheostomy tube with an adjustable flange reinforced size 8 tracheostomy tube (Mallinckrodt, Ireland). Anaesthesia was again induced with propofol 1 mg kg 21 and atracurium 0.5 mg kg
21
. The plan was to exchange the tracheostomy tubes over a Cook airway exchange (CAE) catheter (William Cook, Europe, . The inner lumen of the Shiley tube was removed, and the CAE was passed through the outer lumen of the tube, but with resistance. When the fenestrated tube was withdrawn, the CAE was noticed to have slipped through the fenestration. The maxillofacial surgeon immediately took control and replaced the adjustable tracheostomy tube under direct vision using Langenbeck's tissue retractors. The position of the tracheostomy tube was confirmed with the FOB. The whole procedure lasted less than 4 min, and the patient remained well oxygenated throughout.
An unexpected CXR finding after central line insertion
Editor-We wish to describe a procedure involving routine ultrasound-guided left internal jugular (LIJ) line placement, followed by an abnormal post-line insertion chest X-ray (CXR).
A 44-yr-old man was admitted to our intensive care unit after bilateral nephrectomy for adult polycystic kidney disease (APKD). Surgery was uneventful. A right internal jugular (RIJ) line was placed after induction of anaesthesia, and the postoperative CXR was unremarkable, with an acceptable final line tip position. After an uneventful initial 48-h postoperative course, the RIJ line was removed. The patient continued to receive haemodialysis via a right subclavian Tessio line. Postoperative day 3 was complicated by sepsis and fast atrial fibrillation (rate 140 -160 min 
